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August 2010534 Letters to the Editorpatients in four tents were leaving, so our group quickly took
“signout” and got to work.
As vascular surgeons, our skills were well-suited to the task at
hand. We did no amputations, but did a great deal of wound care.
We did many debridements of amputations that became infected.
We brought bleach, purchased in the Dominican Republic, and
made Dakins solution for dressing infected wounds.
We saw a fair number of large, healthy, granulating wounds,
and initially thought that skin grafts would be ideal to speed
healing. However, all of the full thickness and split-thickness skin
grafts previously done by other doctors failed. This was most likely
due to the non-sterile operating facilities and less than ideal patient
recovery conditions. The patients were left with grossly infected
recipient sites, plus a second wound at the harvest site, causing
them much distress and discomfort. We recommend against the
use of skin grafting unless absolutely sterile operating conditions
are met, and meticulous postoperative attention can be given.
Our general surgery training was useful when a young man
with a gunshot wound to the flank was brought to the hospital.
Exploratory laparotomy and bowel resection were performed, and
he recovered uneventfully. With the aid of a portable ultrasound
machine, we diagnosed another patient with acute cholecystitis
and had the patient transferred to the USNS Comfort for surgery.
Our trip to Haiti was both personally and professionally re-
warding. It confirmed for me that vascular surgeons possess a
valuable skill set useful for taking care of a wide range of patients.
It was refreshing to step out of the comfort of a modern American
hospital and rely on history, physical examination, and basic,
time-proven treatment techniques. I would encourage other vas-
cular fellows and surgeons to become involved in similar work.
Benjamin B. Lind, MD
Department of Cardiothoracic and Vascular Surgery
Rush University Medical Center
Chicago, Ill
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Regarding “High spatial resolution magnetic
resonance imaging of cystic adventitial disease of the
popliteal artery”
We have read with interest the case reports by Maged et al1
describing different cases of cystic adventitial disease (CAD). We
came to realize that we are already aware of the role of magnetic
resonance imaging (MRI) in an early specific preoperative diagno-
sis with regard to CAD. Maged propagates the use of MRI, for it
best demonstrates the presence of connections between adventitial
cysts and the adjacent joint. This is important to know, because
total resection of the cysts, including connections to the joint,
prevents recurrence.
In 1993, however, Crolla et al2 reported a case of CAD
demonstrated byMRI. They discussed the advantages ofMRI over
arteriography, duplex ultrasound imaging, and computed tomog-
raphy scanning. Although they did not describe any connections
seen on the T2-weighted images, they concluded by recommend-
ingMRI and CT scan as the first-choice diagnostic tools. They also
postulated the preference of total resection of the cysts, including
pedicles to the joint.
As a response to Crolla et al, Chiche3 shared his opinion about
diagnosing CAD with MRI. In one patient, Chiche was able to
visualize a double communication that entered the knee joint
capsule. In combination with a significant compression of the
popliteal artery, Chiche believes this is a highly specific diagnostic
sign and that neither CT nor arteriography gives this essential
information in the workup of patients with CAD. He recom-
mended duplex scanning as a first-line diagnostic test, for it obtainshemodynamic and circulatory data and detects parietal calcifica-
tions and atherosclerosis in older patients.
As the preface clarifies, the recommendation and discussion of
using MRI for diagnosing CAD already took place years ago. We
therefore doubt the value added by Maged et al in their report in
February 2010.
We would like to add a case we recently treated in our hospital.
The duplex scan obtained a clear diagnosis for CAD with apparent
cystic formation compressing the popliteal artery.
CASE REPORT
A 33-year-old woman presented at the outpatient clinic with a
6-month history of progressive pain in the right calf after walking a
distance of 200 meters. She had to quit volleyball, and her daily
activities were also becoming restricted. She had nomedical history
and mainly had no risk factors for cardiovascular disease.
At the physical examination, arterial pulsations from groins to
feet were palpable. An ultrasound image showed four hypoecho-
genic nodules against the right popliteal artery wall with diameters
of 5 to 6 mm. A color-coded Doppler sonography revealed a
multiple cystic formation compressing the right popliteal artery.
The ratio in place was 12, which resembles a near occlusion of the
artery (Fig 1).
The surgical treatment involved a posterior approach to the
Fig 1. Doppler ultrasound of popliteal artery.
Fig 2. Incised popliteal cyst.popliteal fossa. The cysts were incised, the contents removed, and
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(Fig 2). She had an uneventful recovery, without walking impair-
ment afterwards.
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Reply
We readwith interest the letter to the editor regarding our article
“High spatial resolutionmagnetic resonance imaging of cystic adven-
titial disease of the popliteal artery.”1 As the title implies, we reported
the (never before published) use of a novel magnetic resonance (MR)
technique, high spatial resolutionmagnetic resonance imaging (MRI)
in three patients with cystic adventitial disease (CAD).
The MR technique used in our cases provides a far higher
spatial resolution than MR techniques reported in previous MRI
publications on CAD. The voxel size of 0.4  0.4  0.7 mm
achieved in our work allowed us to detect even very small commu-
nications between the adventitial cysts and the joint space, such as
the one shown in our Fig 1, E. By our estimates, the spatial
resolution of our technique is 10 to 30 times higher than the one
achieved in the Crolla and Chiche reports.2,3
The focus of our article was not the description of the MRI
features of CAD, something that indeed has been described previ-
ously. Rather, we report the use of a novel, high spatial resolution
MRI technique that enabled us to detect these communications in
all our patients. We are therefore somewhat surprised that the
authors “doubt the value” of our study. We do congratulate them
however on the successful surgical treatment and ultrasonographic
diagnosis of their CAD patient. We believe that high spatial reso-
lution MRI reliably allows the detection of connections between
adventitial cysts and adjacent joints in CAD patients and thus has
the potential to diminish postsurgical CAD recurrence rates.
Klaus D. Hagspiel, MD
Professor of Radiology, Cardiology, and Pediatrics
Director, Division of Noninvasive Cardiovascular Radiology
University of Virginia Health System
Charlottesville, Va
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Regarding “Serum carboxymethyllysine
concentrations are reduced in diabetic men with
abdominal aortic aneurysms: Health In Men Study”
We have read with great interest the article of Norman et al1 in
the Journal of Vascular Surgery dealing with serum carboxymeth-
yllysine (CML) concentrations in diabetic men with abdominal
aortic aneurysms. CML belongs to the group of advanced glyca-
tion end products (AGEs) and has been associated with the devel-
opment of atherosclerosis. AGE concentrations are increased in
diabetes and are related to arterial stiffness. Tissue accumulation of
AGEs leads to cross-linking of proteins, for example, within the
vessel wall, which may lead to increased arterial stiffness. Norman
et al hypothesize that AGEs may be partly responsible for the
observed inverse association between abdominal aortic aneurysm
and diabetes. Indeed, they observed lower serum CML concentra-
tion in diabetic men with AAA than in those without. Several
questions remain after reading this article, however.
AGEs form a heterogeneous group in which some show
cross-linking properties, whereas others do not.2 In their study,
Norman et al only measured serum concentrations of the non-
cross-linking AGE CML. They did not measure concentrations of
cross-linking AGEs, such as pentosidine. Assessing concentrations
of cross-linking AGEs, such as pentosidine, seems more appropri-
ate to test their hypothesis that protein cross-linking reduces the
risk for developing AAAs. Furthermore, the authors cannot ex-
clude the possibility that other AGEs are related to the develop-
ment of AAAs. Zhang et al3 recently observed a 2.7-fold higher
accumulation of AGEs in human AAA tissue than in normal aortic
tissues. The expression of the multiligand receptor for AGEs
(RAGE) was also highly elevated in human AAA tissue. Increased
RAGE expression was associated with higher levels of matrix
metalloproteinases, an important mediator for aneurysmal devel-
opment.3
Tissue AGE concentrations are strongly related to the severity
of cardiovascular disease, whereas serum concentrations are often
not. High serum AGE levels, for example, were associated with a
better survival in hemodialysis patients.4 High tissue AGE concen-
trations in these patients, however, were strong predictors of death
and cardiac failure.5,6 Higher serum AGE levels were probably a
measure of a better nutritional support, associated with improved
survival. Serum AGE levels are strongly influenced by renal func-
tion, absorption from food, smoking, and medication use, such as
statins. It seems therefore appropriate to prefer assays of tissue
AGE accumulation rather than serum samples. In our opinion,
even after the elegant study from Norman et al, it remains unclear
whether AGEs play a role in causing or preventing aneurysmal
disease.
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